We describe a patient with postsurgical anaerobic meningitis due to Peptostreptococcus magnus. In cases of meningitis associated with Peptostreptococcus species reported in the literature, the most common predisposing factors are meningorectal fistulae and head-and-neck surgery. Most patients respond well to appropriate antimicrobial therapy. Surgical intervention may be required in some instances.
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Anaerobic bacteria account for õ1% of cases of acute bacteanaerobic organisms were confirmed as P. magnus by using the RapID ANA II kit (Innovative Diagnostic Systems, Norrial meningitis [1] , and there are few cases associated with Peptostreptococcus species reported in the literature [2 -6] . We cross, GA) and by detection of acetic acid production by use of gas-liquid chromatography. MICs obtained after 48 describe a patient with postsurgical anaerobic meningitis due to Peptostreptococcus magnus.
hours of anaerobic incubation were as follows: ceftazidime, 4 mg/mL; metronidazole, 0.006 mg/mL; penicillin G, 0.064 mg/mL; and vancomycin, 0.5 mg/mL (Etest, AB BIODISK, Case Report Solna, Sweden). Therapy with iv ceftazidime (1g q8h), vancomycin (750 mg A 52-year-old woman underwent a left retrolabyrinthine vestibular nerve section for chronic vertigo. The posterior fossa q12h), and ciprofloxacin (200 mg q12h) as instituted empirically after the CSF sample was obtained; symptomatic imwas entered, and CSF was aspirated. A cortical mastoidectomy was performed, and the mastoid cavity was packed with abprovement was noted within 24 hours. Although the cranial CT scan and nuclear medicine studies did not demonstrate a dominal-wall fat. Perioperative prophylaxis with iv ceftriaxone (1 g q24h) and iv flucloxacillin (1 g q6h) was continued for 5 CSF leak, a left mastoid and eustachian-tube obliteration was performed 2 weeks after the initial operation (4 days after the days postoperatively.
Three days after surgery, the patient complained of an occipidiagnosis of meningitis). Cultures of CSF obtained intraoperatively again yielded P. magnus. Four days after surgery, the tal and periaural headache; 7 days later, photophobia, fever, and a posterior nasal drip developed. Physical examination patient had a persistent headache, and a lumbar puncture was performed; the opening pressure was 21 cm H 2 O. Evaluation revealed a temperature elevated to 38.5ЊC and neck stiffness, but there were no focal neurological signs. comycin was continued for a total of 14 days, which was followed by therapy with metronidazole, 400 mg t.i.d. orally mg/dL); and protein, 99 mg/dL. No organisms were detected on gram staining. Blood cultures were negative for aerobic and for an additional 14 days. The patient was discharged 18 days after the second operaanaerobic organisms.
A culture of CSF was negative for aerobic organisms, but tion, but she was readmitted 14 days later with a persistent headache. Another cranial CT scan was obtained, and the re-CSF inoculated in chopped-meat glucose broth was turbid after 72 hours' incubation in air at 37ЊC. Gram-positive cocci sults were unchanged. CSF was obtained, and the opening pressure was 20 cm H 2 O; there was no CSF pleocytosis, and (1-mm diameter) arranged in pairs were detected. The strictly culture of the CSF was negative. The headache resolved and has not recurred; however, the original preoperative symptom of vertigo returned. 
